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A L A S K A  STATE L E G IS LA T U R E  
House of Representatives

OIL & GAS. CHAIRMAN 
LABOR & COMMERCE. VICE CHAIRMAN 
ADMINISTRATIVE REGULATION REVIEW. VICE CHAIRMAN 
HEALTH, EDUCATION t  SOCIAL SERVICES. MEMBER 
ECONOMIC DEVELOPMENT. MEMBER

COMMHTEE ASSIGNMENTS

Representative Norman Rokeberg

INTERIM
718 WEST ATH AVENUE. SUITE 8A0 
ANCHORAGE. AK 98501 
PHONE. (907) 258-81111 
FAX (807) 258-2818

SESSION 
STATE CAPITOL 
JUNEAU. AK 88801-1182 
PHONE (807) 465-4088 
FAX (907)465-2040

MEMORANDUM
To: House HESS Committee Members
From: Representative Norman Rokeberd ĵ
Date: March 20, 1996
Re: CS for HB 393

A new CS has been ordered for HB 393, and I was told it may not be available for the 3 p.m. 
committee hearing today. I decided that the bill needed a findings section, and I've also 
included some language changes requested by the department. Following are the changes:
NEW FINDINGS AND PURPOSE SECTION:
The Legislature finds that(1) the medical assistance program under Title XIX of the Social Security Act 
(Medicaid) has provided adequate health care for low income individuals in the state since its 
enactment in Alaska in 1972;

(2) Medicaid Program costs have increased an average of 13.9 percent a year over 
the past five years, and the number of eligible individuals has grown from 57,251 in 1991 to 
86,445 in fiscal year 1995 due to the addition of services and eligible groups by Congress 
and the Alaska Legislature.(3) Medicaid Program management has evolved from a fee for service payment 
structure to a point where, by 1995, ninety-four percent of the states include some type of 
managed case model in at least one geographic area of their state;

(4) Primary Care Case Management models offer an effective system of care 
management, similar to the existing fee for service environment, which can generate program 
savings, preserve quality of care, and have been successful in both urban and rural areas; 
and (5) Alaska has many unique features due to the geography, weather, and wide 
dispersion of population centers which challenge the creation of managed care systems in 
the state, however, the projected downturn in state revenues require the state to seek 
creative solutions in providing health care coverage for low income persons at a reduced 
cost in the future.



A M E N D M E N T S  T O  O R I G I N A L  B IL L :
Page 1, line 5 after "managed-care"

Delete "or capitated"
Page 1, line 7

Delete "persons" insert "individuals or entities"
Page 1, line 7 after "of

Delete "comprehensive"
Page 1, line 7 after "recipients."

Delete "The contract" and all material on lines 8 and 9 
A NEW SECTION:
The department will implement two competitive, innovative managed care pilot projects in 
one or more urban areas of the state which take into account the unique features of the pilot 
areas and include a rural element, if feasible. Affected parties of consumers and providers of 
health care services in the pilot areas will be involved by the department in the 
implementation of the managed care plan.
The department may require that a recipient of medical assistance under AS 47.07 must 
participate in a managed care system developed under (a) of this section in order to remain 
eligible for medical assistance under AS 47.07. This participation requirement may be based 
on geographical, financial, social, medical, and other factors that the Department of Health 
and Social Services determines are relevant to the development and efficient management 
of the managed care system.
The Department of Health and Social Services is authorized to submit any federal waivers 
required to implement a managed care system developed under (a) of this section.



A L A S K A  S T A T E  L E G I S L A T U R E
INTERIM:
710 WEST 4TH AVENUE, SUITE 640 
ANCHORAGE, AK 09501 
PHONE: (907) 258-6191 
FAX (907) 256-2010

SESSION:
STATE CAPITOL 
JUNEAU, AK 90801-1102 
PHONE (907) 465-4960 
FAX: (007) 465-2040

Sponsor Statement HB 393 
"An act relating to managed care for recipients of medical assistance; and

providing for an effective date"
The debate in Congress over Medicaid is focused on two proposals: replacing Medicaid with 
block grants ("MediGrants") to the states or instituting a per capita cap on the federal 
contribution to Medicaid spending. The former plan would remove the individual entitlement, 
which guarantees services to eligible persons; the latter would retain the individual 
entitlement. Both plans would offer states unprecedented flexibility in administering their 
programs but there will be significant reductions in federal funds.
As the costs of medical care rises, managed care is a way of ensuring a high level of care 
while keeping costs down. Medicaid costs have risen by more than 50 percent over the last 
four years, and will cost the state $336 million dollars this year.
Persons eligible for Medicaid include the Aid to Families with Dependent Children group -- 
AFDC adults, poor pregnant women, and generally healthy, but poor children; and the SSI- 
related group - the elderly and persons who are aged, blind and disabled. The AFDC- 
related group represents about 71 percent of all Medicaid recipients nationwide, but 
accounts for only about 30 percent of all spending.
Medigrants will distribute funds to states without regard to the particular needs and 
circumstances in a state and literally ignores changes in enrollment. HB 393 will prepare the 
state for changes in Medicaid funding at the federal level. The bill ensures adequate public 
debate over the issue. HB 393 asks the Department of Health and Social Services to develop 
legislation creating a managed care program for Medicaid.
Managed care replaces current "fee for service" program with one that requires recipients to 
use designated doctors and other medical providers to be eligible for benefits. Recipients can 
use only pre-approved doctors. At recent count, 43 states have some form of managed care 
in their programs.
There are opportunities and risks at all levels in this changing environment. The potential 
benefits of a managed care system could provide improved mechanisms for cost control 
while providing for greater flexibility in benefit packages, and incentives for preventative 
services and continuity of care.

House of Representatives
COMMITTEE ASSIGNMENTS:

OIL & GAS, CHAIRMAN 
LABOR & COMMERCE, VICE CHAIRMAN 
ADMINISTRATIVE REGULATION REVIEW, VICE CHAIRMAN 
HEALTH, EOUCATION & SOCIAL SERVICES. H. 4BER 
ECONOMIC DEVaOPMENT, MEMBER

Representative Norman Rokeberg

SPONSOR STATEMENT



HB 393 makes sure that the program developed by the department is one that takes into 
account the views of the public, the medical community and the legislature. A managed care 
program developed by the department shoujd be crafted with input from everyone affected by 
the program. The legislature should have a voice in this matter.
Furthermore, the department has already begun working on a Medicaid Managed Care 
Project. As recent as October 1995, an RFP was awarded to a health management company 
to assist the Division of Medical Assistance in a draft five-year managed care plan. HB 393 
will require legislative approval of a plan, and allow the department t64iave the benefit of . 
public debate surrounding this issue.
HB 393 is a timely bill. I urge your support for this legislation. • t



A L A S K A  STATE L E G IS L A T U R E  
House of RepresentativesCOMMITTEE ASSIGNMENTS:

OIL & GAS, CHAIRMAN 
LABOR 8 COMMERCE, VICE CHAIRMAN 
ADMINISTRATIVE REGULATION REVIEW, VICE CHAIRMAN 
HEALTH, EDUCATION & SOCIAL SERVICES. MEMBER 
ECONOMIC DEVELOPMENT. MEMBER

Representative Norman Rokeberg
Memorandum

To:

From:
Date:
Re:

Representative Cynthia Toohey
Chair, House Health, Education and Socialjtervices
Representative Norman Rokeberg^V ''''
March 12, 1996
Managed Care for the Alaska Medicaid Program

INTERIM:
716 WEST 4TH AVENUE. SUITE 640 
ANCHORAGE, AK 00501 
PHONE: (007) 256-6191 
FAX (007) 258-2016

SESSION:
STATE CAPITOL 
JUNEAU, AK 09801-1102 
PHONE: (007) 465-4968 
FAX: (907)465-2040

Committee

I thought you'd be interested in the attached pages taken directly from the Department 
of Health and Social Services FY 97 budget overview.
As this paper indicates, the department is aggressively pursuing managed care and 
has already awarded a contract for a review of managed care options for the Alaska 
Medicaid Program.
Without passage of HB 393, the public, health care providers, health care consumers 
and the legislature are left without a voice in the matter. The bill requires the 
department to introduce their managed care program in the form of legislation next 
year.
I believe the department will benefit from having this managed care discussion in the 
public forum. Again, I urge your support for HB 393.

BACKGROUND
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E X A M I N I N G  M A N A G E D  C A R E  A L T E R N A T I V E S
B a c k g r o u n dIn FY 94, the Legislature provided a clear message that the Division should manage medical assistance programs to slow down the rate of growth in the program. (See Legislative intent statement, Ch. 3, FSSLA 94, page 21, lines 36-38). Some actions were taken during FY 94 to assure appropriate use of services, resulting in cost avoidance/savings of about $25 million. Many cost savings actions were enhanced or initiated in the past two fiscal years to achieve Loth the Legislative intent and the department’s goals. The Division’s Annual Reports provide brief descriptions of these activities, including contracting for case reviews and services, and initiating special projects for development of case management services and managed care programs. Some of these actions are designed to show an immediate reduction in costs, while others were begun with the knowledge that cost savings will not occur until later. Some cost- saving measures which, at first, appeared to promise savings were later found to be impractical because the action would result in utilization shifts to services which cost more, would be contrary to federal law, or cost more to administer than the service cost savings gained.Managed CareBuilding on the successes of the past two years, the division awarded a contract in the fall of 1995 for a review of managed care options for the Alaska Medicaid Program. This contract will update health care delivery information formerly contained in the now defunct State Health Plan, analyze expenditure information, review other states experiences in implementing managed care arrangements, and make recommendations for managed care delivery system options likely to work in the state. Because Alaska’s health care system has not developed a managed care infrastructure, the division will not be able to simply purchase services from existing managed care networks. Movement into the managed care arena will necessitate the education of health care providers and fostering the development of health care delivery networks in addition to receiving required federal waiver approvals. The contract is timely, in that its recommendations should assist the division in dealing with Congressional restructuring, and budget reductions, currently being debated in Washington.The division is giving special consideration to implementation in FY 97 of a managed care model called Primary Care Case Management (PCCM). The PCCM project would begin in selected areas of the state. PCCM  is a case management system in which a patient enrolls with primary care provider for basic medical care. The primary care provider also manages the care of the patient, authorizing certain services such as laboratory, x-ray, and emergency room care. PCCM is the managed care model usually adopted in rural areas of the country where Health Maintenance Organizations (HMOs) don’t exist.

DMA-7



This PCCM approach using physicians an(i mid-level practitioners, such as advanced nurse practitioners and physician assistants as case mangers, allows states to provide appropriate access for recipients to primary care, and to reduce unnecessary Medicaid expenditures. Under PCCM , Medicaid recipients typically are required to select a physician or mid-level practitioner who will be their case manager -  providing primary care services and authorizing in advance all other medical services (except for instances of bona fide emergency). In this way the primary care case manager functions as a “gatekeeper" for recipients who may over­utilize services and/or prescriptions. As a result of the responsibility vested in the case manager, the physician or mid-level practitioner provides more individual oversight of the recipient and, thereby, assures that the total use of services is appropriate. This effort increases the quality of care for those recipients and, at the same time, reduces expenditures for duplicative or overlapping and unnecessary services.A waiver from the federal Health Care Financing Administration is required before the state may initiate a PCCM program. To obtain a waiver for this purpose the state must complete an application for review by the federal Health Care Financing Administration. The waiver application must clearly delineate and document the characteristics of the population to be served, the geographic area to be covered, the cost-efficiency of i’ie proposed activity. An assurance must be made that the recipient's access to care is not limited. Waivers granted for this purpose have been relatively flexible, allowing states to design a program for physician enrollment as a primary care case manager that meets the particular need identified by the state.

DMA-8
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DESCRIBE THE MEDICAID

MANAGED CARE PROJECT

RFP awarded October, 1995
Purpose: to hire a planner/facilitator with planning expertise in the 
development and implementation of managed health care systems 
and other recent changes in state Medicaid programs.
The RFP asked the Contractor to emphasize Primary Care Case 
Management model of managed care because that is a model many 
states have successfully started with.

Contractor: FOX Systems/Health Management Associates
Work Group-hand ou t Nancy Cornwell is now a member. Karen was 
appointed as the new project director and I am her assistan t There 
have been four meetings to date. Now meeting twice each 
month for the purpose of reviewing deliverables and discussion.
Revised schedule has us meeting through June, 1996
Scope of Work-hand out
Goal as stated in the RFP Scope of Work-to assit DMA in the 
development of a draft five-year managed care plan. The draft five- 
year managed care policy plan will set out a strategic 
implementation plan for initiating practices selected by DMA for 
further work. Example: year one might be implementation of a 
PCCM pilot project in one area with only Aid to Families with 
Dependent Children clients enrolled and by year five Medicaid PCCM 
might be statewide with all clients enrolled.



The Department of Health A Social Services (DHSS), Division of Medical Assistance (DMA) Is soliciting 
proposals for hiring a planner/facilitator with panning expertise in development and Implementation of managed 
health care systems and other recent changes in state Medicaid programs. DHSS wants assistance to facilitate 
consideration of various opportunities for improving the State’s Medicaid program by the Medical Care Advisory 
Com m ittee and a group of policy-level state officers selected to advise the Commissioner and Governor on 
health issues. The contractor will, in preparation for advisory meetings, draft a description of the Alaska health 
system. The draft will serve as a baseline technical and policy analysis of how Alaska might implement changes 
to its Medicaid program that have proven cost-effective in other states. >A review of current managed care 
activities and proposed changes, especially Primary Care Case Management, will be performed by the contractor 
with recommendations given to the department.

As background to the discussion of recommendations posed by the contractor, the contractor will provide an 
overview of various managed care practices implemented in other states. The practices to be reviewed will 
include, but not be limited to, capitated payments; contract service arrangements; primary care case 
m anagem ent; use of waivers (Sections 1915 (a), 1915 (b) and 1115 of The Social Security Act) and 
administrative management techniques such as prior authorization, lock-in* programs [42 CFR 431.54(e)], and 
Inter-agency agreements.

S ta ff interviews are required only as necessary to achieve the production of deliverables under this contract. 
T h e  types of staff in State agencies that the contractor may need to interview to produce deliverables and gain 
background information are DMA policy, operations and medical review staff. Transportation incurred for DMA  
sta ff interviews, if any, are included in the contract award.

O ther helpful informational material that can be provided to the contractor includes:.

•  listing of hospitals receiving municipal assistance/revenue sharing;
•  Medical Directory of Alaskan Physicians;
•  Medicaid Management Information System (MM1S) Provider Listing (in- and out-of-state)
•  occupational licensing practitioner listings;
« Survey of Primary Care Providers in Alaska;
•  State Population Estimates;
•  Alaska Injury Prevention Plan;
•  Child Health Plan (Interim Report, Vol. 1 ,2.A3);
•  Alaska Adolescents: A Plan for the Future, 1994 ,1995;
•  1991 Alaska Hospital Survey (and updates from Planning);
•  1994 Village Health Clinic Survey;
•  Health Care Financing Administration (HCFA) listing of designated Federally Qualified Health 

Centers;
•  Final Report - Health Resources and Access Task Force;
•  Invest in Our Children, 1994 Vol. I, II, & III;
•  Alaska EM S Goals;
•  Certificate of Need Activity Log;
•  Office on Aging Plans for Assisted Living Facilities;
•  Healthy Alaskans 2000;
•  DHSS FY  95 Operating Grants;

5.01S c o p e  o f  W o rk

•  State Health Plan for Aiaska5; and
•  Alaska Medicaid Program Case Management. Program Background: Accomplishments for FY  95 

and Activities in Progress for Later Years.

T h e  goal of this project is to assist DMA in the development of a draft five-year managed care plan. The draft 
five -year managed care policy plan will set out a strategic implementation plan for initiating practices selected by 
D M A  for further work.5 .0 2
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Medicaid Research and 
Demonstration Programs
By
Laura Tob ler 
Research Analyst

A quiet revolution has taken place in state Medicaid programs in the past few years. The states, facing escalating costs and increased numbers of uninsured, have been in the forefront of health reform. Thirteen states currently have federal approval to implement comprehensive Medicaid reforms and many other states have obtained approval for smaller sub-state projects.
State officials designed and restructuied Medicaid programs with 1 1 i 5 waivci oerrioristra- tion projects. The 1115 waiver to the Social Security Act provides the secretary of the Depart­ment of Health and Human Services broad discretion to waive certain laws pertaining to federal requirements. For example, demonstration programs may expand eligibility, require enrollment in managed care organizations and require cost-sharing. This provides the state with the opportunity to pursue Medicaid projects which test new and innovative ideas relating to benefits and services, eligibility requirements and processes, program payment and service delivery.Waivers have succeeded in enrolling 500,000 previously ineligible people in Medicaid managed care plans. Managed care is a large part of 1115 waiver programs and is frequently used to improve access to health care, ensure its quality and contain health care costs. Al­though managed care is a popular delivery system in these programs, no state has attempted to enroll all its Medicaid beneficiaries in managed care for all services.
Most existing managed care organizations have had little experience serving special popu­lation clients, such as people with disabilities or mental illness and individuals requiring long­term care. Ten of the approved 1115 waiver programs plan to enroll people with disabilities in managed care and eight propose delivery of mental health benefits. Arizona is the only state that is currently providing long-term care services, although Hawaii, Rhode Island and South Carolina included it in their approved proposals. The success of waiver programs will depend
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on the ability or' managed care organizations to provide adequate savings, access and quality, to serve the poor, elderly and disabled M edicaid populations.
The future of 1115 nemonstration projects is uncertain. The political composition of Con­gress and the possibility of M edicaid block grants will certainly affect the future of approved and pending waiver projects but the extent is yet to be determined. Ohio has federal approval for its waiver program but is now reconsidering its plan to restructure Medicaid in anticipation of federal reform. The states that have implemented and proposed fundamental changes in- their programs may find that the future is more predictable if they are given control with block grants.
A chart summarizing the major features of state Medicaid research and demonstration programs follows.

A ckn ow le d g m en tsThe National Conference of State Legislatures gratefully acknowledges the support of the Maternal and Child Health Bureau (Title V, Social Security Act), Health Resources and Services Administration, Department of Health and Human Services, and the Foundation for State Legislatures, which provided funding for this project.
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1115 MEDICAID COMI'REIIENSIVE AND SUB-STATE WAIVER DEMONSTRATION PROJECTS
(Approved and Proposed)

STATE PROGRAM DESCRIPTION ELIGIBILITY/ENROLLMENIArizona
AHCCCS 
Approval 1002 
Implementation - 1903 
Three year extension granted 4/94

. Statewide mandatory managed carc enrollment in fully 
capitated 1 IMOs

ATDC, SSI

California
PACE
On Lok Senior Health 
Services 7/03 
Centers for Elders 
Independence 4/95 
Sutler Senior Care 5/94

All inclusive care for frail elderly with capitation financing. Age 55 certified for nursing home filar cinonl and 
residing in a defined geographical lor at inn. There 
are programs in San f rancisco, Oakland and 
Sacramento. The site in San Trancist o is the long 
term care model for the national PA( 1 program.

Colorado
PACE
Total ion^ Term Care 10/91

All inclusive care for tlie frail elderly with capitation financing. 65 and at risk ol institutionalization. Program 
serves 205 clients in the c ity of Dcnvoi.

DllAWARE
Diamond State Health Plan 
Approval - 5/95 
Implementation - 1/96
Nemours Children's Program 
Approved - 7/93 
Implementation - 3/9494

Fully and partially capitated managed care program. Creation 
of a managed carc delivery system that emphasizes primary 
care. The state proposes including mental health and substance 
abuse services under the benefits packages. The stale will 
contract with a single private agency for administrative services.

A public/private manage care system which enrolls, on a 
capitated basis, Medicaid-eligible children in pediatric clinics. 
The Nemours Foundation developed the clinics and is 
subsidizing a portion of the service cost.

About 00 |>ercenl of Medicaid recipients will lie 
initially enrolled in managed carc plans Txpamls 
Delaware’s existing Medicaid program In provide 
comprehensive health coverage to poor adults and 
children with incomes up to 100 |>ett enl of the 
poverty level.
Medicaid-eligible children up to If) and not 
presently participating in managed care.

4District of Columbia
Health Services for Children 
with Special Needs 
Approval: pending

The proposal seeks to provide a full continuum of high quality 
cost-effective services, to improve access and delivery of carc, 
and to promote community health education activities. The 
district will contract with 1 leallh Servir cs for Children with 
Special Needs, Inc. a local nonprofit managed care company, 
to administer the program using a monthly capitation rate per 
enrollee.

Medicaid eligible infants, children and youths up 
to (he age of 22 who have disabilities or r omplex 
medical needs and are enrolled in the SSI 
program.



STATE PROGRAM DESCRIPTION ELIGIBILITY/ENROLLMENTFlorida
Florida Health Security 
Program 
Approval • 9/94 
Implementation - Failed to 
pass enabling state legislation

Resource Mothers Project 
Approved • 5/94 
Implemented - 8/94

A voluntary, employer-based, discounted premium program 
designed lo provide access to private health insurance for 
employed, but uninsured, Floridians. The program will use a 
managed competition model. All Medicaid beneficiaries will 
he required to enroll in a managed carc plan. They will he 
given a choice of two plan types: a risk-based capitated HMO 
or a primary care case management program that utilizes a fee- 
for-scrvice reimbursement system.
Objective of tbe demonstration is to significantly rcdure the 
incidence of low birth weight infants. Resource mothers will 
guide high-risk clients, during home visits, over a two year 
period.

Expands coverage to individuals not covered by 
traditional Medicaid benefits. Mandates 
enrollment in provitlcr health networks lor 
individuals who are eligible for traditional 
Medicaid coverage. An estimated 1.1 million 
uninsured Floridians with gross incomes at or 
below 250% of the f PL.

1 ligh risk clients.G eorgia
Georgia Children's Benefit 
Plan
Approval - pending

Provides a package of preventive and primary care services for 
certain uninsured children that includes well-child visits; 
immunizations; acute episodic sick care in physician offices 
and clinics; diagnostic tests; prescription drug coverage; limited 
outpatient surgery; anesthesia; and emergency room care.

All children t to 5 who arc not currently eligible 
for the Metlicaid program anti who live in families 
whose income does not exceed 185% of the FPL.

Hawaii
Health QUEST 
Approval - 7/93 
Implementation • 0/94

Statewide demonstration project that creates a public 
purchasing pool with a copayment scale for health care through 
capitated managed care plans. The program provides seamless 
coverage lo those previously covered through federal and state 
programs and those who are uninsured by building on the 
slato's uninue exemption lo ERISA.

Expansion of the Medicaid income eligibility level 
to 300% of the rPL anil elimination of categorical 
requirements and asset tests.

ILLINOIS
Medlplan Plus 
Approval • pending

A managed care delivery system using a scries of networks, either local or statewide, lo tailor Its Medicaid delivery system 
to the needs of local urban neighborhoods or large rural areas.

Hospitals woulrl arrange for a primary < are physician (PCP) for Medicaid recipients. If 
recipients do not r house a PCP, they will be 
assigned an 1IMO. There woulrl lie a 12 month 
lock-in for recipients.Kansas

Community Care o f Kansas 
Approval • pending

Implementation of a managed cooperation demonstration 
project in four predominantly rural communities. Assess the 
success of a non-competitive managed care model in rural 
areas.

Expands eligibility for children under 5 Modifies 
traditional financial eligibility criteria.



STA1E PROGRAM DESCRIPTION ELIGIBILITY/ENROLLMENTKentuckyKentucky Medicaid Access and Cost Containment Demonstration Project 
Approval -12/91 
Implementation pending 
enabling state legislation

All those eligible will be enrolled in managed carc plans similar 
to the stale's current primary carc case management program 
(KenPAC), or alternative managed care plans. The benefit 
package is the same as Kentucky's current Medicaid benefit 
package.

Expand Medicaid eligibility to 100 pen enl of the 
FPL regardless of categorical eligibility or assets.

LOUISIANALouisiana Health Access
Approval - denied 6/95

Proposes to Implement a fully capitated statewide managed 
care program. Convert stale charity hospital system into public 
1 IMG and use the profits to generate federal matching funds, 
Charged 1 IMOs a fee to draw matching funds from federal 
government managed care plans.

Expand Medicaid eligibility lo people wtlli 
incomes up lo 250 percent of lire f 1*1.; those wills 
incomes above 133 percent would pay all or a 
portion of the premiums.

MARYLAND*Maryland Medicaid High Cost User Initiative'’ 
Approval - pendingKids Count 
Approved - 0/93 
Implemented * 10/93Family Planning and Reproductive Services 
Approved • 1/95 
Implemented - 2/95

Integrated case management system.

Primary and preventive care.

Family planning and preventive reproductive services.

Fligh cost, high risk Medicaid recipients under 65.

Expands Medicaid eligibility provided to < luldrcn 
born after Scplemlser 30, 1903 with family 
incomes below 105 percent of the FPL.
Extend Medicaid eligibility for a five year period lo 
women who arc Medicaid eligible due lo llioir 
pregnancy and remain Medicaid eligible 60 days 
postpartum.MassachusettsMassHcalth

Approval - 4/95 
Implementation pending 
enabling state legislation

PACEElders Service Plan 6/90

MassHealth builds on three existing slate health programs: 
Medicaid Managed Care, CommonHeallh Program and the 
Medical Security Plan. The Medicaid Managed Care program 
provides covered services through 1 IMOs or the Primary Care 
Clinician Piogram and will be incorporated into the MassHcalth 
demonstration program. It also establishes two new programs, 
the Insurance Reimbursement Program and the New Slate 
Benefit Plan, which incorporate and expand on the programs 
mentioned above.
All inclusive care for the frail elderly wills capitation financing. 
Massachusetts is working on developing six additional sites.

Expands coverage to individuals ineligible for 
tradition: 1 Medicaid coverage. Modifies financial 
eligibility criteria for demonstration parlir ipants. 
Allows families and individuals lo open tax-free 
medical savings accounts. 4
Seletl frail elderly and dual cligihlcs in spur die 
geographic areas.



STATE PROGRAM DESCRIPTION ELIGIBILITY/ENROLLMENTM ichigan
Approval - pending 
Slated to begin as soon as 
approved

Family planning services provided through Title 10 clinics. 
Proposal also includes (he addition of home visits, outreach 
services to identify eligibility, and reinforced support for 
utilization of services.

All women of childlrearing age living in families 
wilh incomes at or below 185 percenl ol the 
federal poverty level.

M innesotaMinnesotaCare 
Approval • 4/95 
Implementation - 1/S 6 (but 
may be changed by 1995 
legislation, SF 845)

Minnesota Lonjf Tenn Core Options Project 
Approval - 4/95

MinnesotaCare would integrate the slate's low-income and 
uninsured health programs and expand the managed care 
delivery system. Participants must enroll in managed care 
organizations that contract with the state to provide standard 
benefit packages. Premiums, copays and deductibles are 
required for those with incomes above the FPL.

Sr 845 repeals the move In full community rating and the 
individual mandate proposed in the original MinnesotaCare.

Program combines Medicaid and Medicare funding and service 
delivery. These beneficiaries will be offered a comprehensive 
benefit package which will include coverage for portions of 
long term care and acute care services.

Expands eligibility for medical assistaiu <■ lo. all 
families wilh children and incomes below 275 
percent of m .  Single adults and couples without 
children must be below 135 percent ol 1 PI and 
must have been uninsured fur past 12 months. 
Cost sharing is required for those with incomes 
above the f l ’L.

Dual eligible beneficiaries over 65 in the seven- 
county Minneapolis/St. Paul metro area.

M issouri
Approval - pending 
Projected implementation -

-

Requires Medicaid beneficiaries to enroll in managed care 
delivery systems. As part of the program, Missouri would create 
a voluntary capitated managed care pilot program to serve 
noninslitutlonalized persons with permanent disabilities.

Individuals wilh incomes below 200 percenl of the 
FPL. The uninsured in the state will be eligible on 
a copayment basis.

<New HampshireThe Granite State Partnership for Access and Affordability 
Approval -jjendlng

New Hampshire is completely redesigning its 1115 waiver 
request.

New M ixicoFamily Planning 
Approval • pending

Family planning services. Medic aid-eligible women n( i hiidlxMiing age with 
incomes at or below 185 |Hi. cot ol the f PL.



STATE PROGRAM DESCRIPTION ELIGIBILITY/ENROLLMENTNew York Partnership Plan Approval - pendingPACEComprehensive Care Management 2/92 Independent Living for Seniors 4/92

Fully and partially capitated mandatory managed care lor all non-disabled recipients.
All inclusive care for the frail elderly wilh capitation financing.

Guarantees eligibility to home relief population (NY public assistance program).
Select dual eligible frail elderly in Roc hosier and the Bronx.

O hioOhioCare A|)provcd * 1/95 Implementation • pul on hold by the governor_______ ________
Basic benefit plan includes all the services currently covered by the stale's Medicaid program. Participants will receive services through fully capitated managed t are plans that will contract wilh the state on a county-by-county basis. It will also lest use of managed carc for mental health and substance abuse treatment.

All those wilh incomes below 100 perr on, of FPL.

O klahomaSoonerCare Approval - pending
Program emphasis is on access problems in rural areas.Program encourages the development of rural-based managed care initiatives. The state hopes to employ traditional fully capitated managed care delivery models for urban areas and will introduce a series of partial capitation models in rural areas. Savings from managed care will be used to finance the development of rural health services.

All currently eligible, noninstilulionali/ocl Medicaid benefit iaries will be enrolled during the first two years of the project.Docs not expand eligibility as a part r ' it's program.O regonOregon Medicaid Reform Demonstration Approval - 1993 Implementation -2/94
Fully and partially capitated HMOs. Benefits package changed to coverage based on prioritized diagnosis and treatment. The package covers virtually all current Medicaid mandates including all preventive and screening services. It also covers dental services, hospice care, prescription drugs, most transplants and therapist. Mandates managed care enrollment.

Expands coverage lo individuals ineligible for traditional Medicaid coverage. Includes those wilh incomes at or below llic federal poverty line:Women can become eligible prior to tier timing pregnant.Modifies (inane ial eligibility < rileria (nr demonstration eligible individuals. T



STATE PROGRAM DESCRIPTION ELIGIBILI1Y/ENROLLMENIRhode Island
Rite Care
Approved-11/93 
lmplemcntalion-fl/94

Choices
Approval - pending

Mandates enrollment in prepaid health plans under contract 
wilh the state to provide comprehensive health services lo 
participants at a fixed cost per enrollee per month. The plans 
will be responsible for ensuring that each participant has a 
primary care provider and is afforded access to all medically 
necessary services included in the benefit package. Modifies 
financial eligibility criteria.
The stale seeks lo test a capitated managed care model for acute 
and long term care services for program eligiblcs. Proposes to 
consolidate all current state and federal funding for adults wilh 
developmental disabilities under one program.

AFDC, pregnant women and children under 6 wilh 
family incomes below 250 percent. Pregnant 
women enrolled in the program, who lose 
eligibility 60 days poslpadum, will be tillered the 
opportunity to enroll in an extended family 
planning program for two years.

Dcvelopmenlally disabled individuals eligible for 
Medicaid.

South Carolina
Palmetto Health Initiative 
Approval - 5/95 
Implementation - Sus|>endcd 
by the state

Family Planning Project 
Approved • 12/93 
Implemented - 8/94

Program officials have decided to slow pursuit of the stales' 
proposed demonstration project, citing significant changes in 
the state's health care Industry. They now will seek lo enroll 
only current clients In managed care plans on a voluntary basis. 
The original proposal was based on a partial capitation 
approach. It would allow primary carc providers to participate 
without being fully at risk and without meeting financial risk 
reserve requirements that would be imposed on a fully 
capitated program.
Family planning services for postpartum women (22 months 
after delivery).

Current Medicaid eligible individuals.
The original proposal covered current Medic aid 
eligible individuals, individuals with incomes 
below 100 |>errent of TPL and children up to age 
10 in families with incomes up lo 13 3 pen nil of
rn.

Extends Medicaid eligibility to all women wilh 
incomes below 105 percent of the FPL who have 
had one or more Medicaid reimbursed 
pregnancies. 1Tennessee

TennCare 
Approval - 11/93 
Implementation - 1/94

TennCare is a statewide capitated managed care program. Ail 
enrollees are served by I IMOs or PPOs. TennCare requires 
cost-sharing, based on income, in the form of premiums, 
deductibles and copayments.

Medicaid beneficiaries, uninsured stale residents 
(this has been limited Iwcause the stale has met its 
cap), and those whose medical conditions make 
them iininsuralilc.TEXAS

PACE
Blenvlvir Senior Health 
Services 2/92

All inclusive care for the frail elderly with capitation financing. Select frail elderly and dual cligibles in a spot ific 
geographic location.



STATE PROGRAM DESCRIPTION ELIGIIIILI TV/ENROLLMENT
VlRMONT
Vermont Health Access Plan 
Approval - 8/95

Vermont proposes to integrate Medicaid recipients into 
managed care plans and lo provide pharmacy coverage lo low- 
income Medicare beneficiaries.

Medicaid recipients and uninsured individuals up 
to 150 percent ol the 1 PL.

Wisconsin

PACE
Comprehensive Care for the 
Elderly 11/90

All inclusive care for the frail elderly wilh capitation financing Selected frail elderly and dual eligibles in a 
specific geographic location.

1115 Waiver - Section 111S of llie Social Security Act provides the Secretary ol Health and Human Services hroad discretion lo waive ccil.no laws 
pertaining lo Medicaid, in order lo conduct experimental, pilot or demonstration projects which test new and innovative ideas.
Comprehensive 1115 waiver - health reform demonstration that affecting large populations in the stale.
Sub-slate 1115 waiver - demonstration that affects smaller components of stale Medicaid programs.
AFDC - Aid to Families wilh Dependent Children
Dual eligibles • individuals eligible for Medicare and Medicaid
Capitation - A method of payment for health services in which a physician or hospital is paid a fixed, per capita amount over a specific period of time 
for each person served, regardless of the actual numlrer or nature of services provided to each person.
FPL - federal poverty level
IIMO - health maintenance organization
SSI • Supplemental Security Income
ERISA - Employment Retirement Income Security Act
PACE - Program of All-Inclusive Care for the Elderly. All PACE programs focus on the frail elderly; have a philosophy ol rare that emphasizes maximum 
independence and dignity; provide comprehensive acute and long-term r are services package; have a mullidisr ipliuaiy appinar h to r are planning and 
service delivery; are based on capitation financing wilh the provider assuming risk.. Each center must obtain an 11 IS waiver for Medicaid and a 222 
waiver for Medicare.



State Legislative Reports

"Supporting Families"(Vol. 19, No. 13) (ISBN 1-55516-378-5)"Beyond Superfund: Voluntary Industrial Cleanup"(Vol. 19, No. 14) (ISBN 1-55516-382-3)"Lender and Successor Liability for Hazardous Waste Cleanup"(Vol. 19, No. 15) (ISBN 1-55516-383-1)"Uniform and Reciprocal Motor Carrier Programs under ISTEA"(Vol. 19, No. 16) (ISBN 1-55516-384-X)"Managing Growth in Western Rural Communities"(Vol. 19, No. 17) (ISBN 1-55516-385-8)"Risk Assessment: A Glance at the Nnn-Technical Aspects"(Vol. 19, No. 18) (ISBN 1-55516-386-6)"Equity and Funding of School Facilities: Are States at Risk?"(Vol. 20, No. 1) (ISBN 1-55516-388-2)"Environmental Audits: Incentive to Comply With or Avoid Regulation?" iVol. 20, No. 2) (ISBN 1-55516-388-2)"State Sentencing Systems and “Truth in Sentencing"(Vol. 20, No. 3) (ISBN 1-55516-389-0)“1994 Special Sessions on Crime"(Vol. 20, No. 4) (ISBN 1-55516-391-2)"Transportation Conformity"(Vol. 20, No. 5) (ISBN 1-55516-391-2)"Crime and Corrections: Crafting Policy Amid Fear"(Vol. 20, No. 6) (ISBN 1-55516-393-9)“Medicaid Research and Demonstration Programs"(Vol. 20, No. 7) (ISBN 1-55516-344-0)

August 1994 
September 1994 
September 1994 

October 1994 
October 1994 

November 1994 
February 1995 
February 1995 

March 1995 
April 1995 
June 1995 
June 1995 
July 1995

STATE LEGISLATIVE REPORT is published 12 to 18 times a year. It is distributed without charge to legislative leaders, council and research directors, legislative librarians, and selected groups for each issue. For further information on STATE LEGISLATIVE REPORT or to obtain copies, contact the NCSL Book Order Department in Denver at 303/830-2054.Copyright 1995 by the National Conference of State Legislatures.
This document is printed on recycled paper.
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State Legislative Reports

"Supporting Families"(Vol. 19, No. 13) (ISBN 1-55516-3r8-5)
August 1994

"Beyond Superfund: Voluntary Industrial Cleanup" (Vol. 19, No. 14) (ISBN 1-55516-382-3)
September 1994

"Lender and Successor Liability for Hazardous Waste Cleanup" (Vol. 19, No. 15) (ISBN 1-55516-383-1)
September 1994

"Uniform and Reciprocal Motor Carrier Programs under ISTEA" (Vol. 19, No. 16) (ISBN 1-55516-384-X)
October 1994

"Managing Growth in Western Rural Communities" (Vol. 19, No. 17) (ISBN 1-55516-385-8)
October 1994

"Risk Assessment: A  Glance at the Non-Technical Aspects" (Vol. 19, No. 18) (ISBN 1-55516-386-6)
November 1994

"Equity and Funding of School Facilities: Are States at Risk?" February 1995(Vol. 20, No. 1) (ISBN 1-55516-388-2)"Environmental Audits: Incentive to Comply With or Avoid Regulation?" (Vol. 20, No. 2) (ISBN 1-55316-388-2)
February 1995

"State Sentencing Systems and "Truth in Sentencing" (Vol. 20, No. 3) (ISBN 1-55516-389-0)
March 1995

"1994 Special Sessions on Crime"(Vol. 20, No. 4) (ISBN 1-55516-391-2)
April 1995

"Transportation Conformity"(Vol. 20, No. 5) (ISBN 1-55516-391-2) June 1995

"Crime and Corrections: Crafting Policy Amid Fear" (Vol. 20. No. 6) (ISBN 1-55516-393-9) June 1995
"Medicaid Research and Demonstration Programs" (Vol. 20, No. 7) (ISBN 1-55516-344-0) July 1995
STATE LEGISLATIVE REPORT is published 12 to 18 times a year. It is distributed without charge to legislative leaders, council and research directors, legislative librarians, and selected groups for each issue. For further information on STATE LEGISLATIVE REPORT or to obtain copies, contact the NCSL Book Order Department in Denver at 303/830-2054.Copyright 1995 by the National Conference of State Legislatures.

This document is printed on recycled paper.
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B i l l i o n s  a n d  b i l l i o n s
IN  TH E NEW Year— an election year, it needs to be pointed out again — the Medicare-Medicaid rhetoric will escalate to epic pro- : portions.On the one hand, President Bill Clinton’s re-election forces will be posing as defenders of the two health care programs while accusing the opposing Republican camp of attempting to harm the elderly and the poor who use the government-sponsored aid.Ib help keep the picture in focus, here are the numbers the politi­cians should keep in mind:• Just 15 years ago, in 1980, Medicare expenditures were $34 bil­lion. In 1994, they were $160 billion, reflecting an annual growth rate of 11.7 percent. With 36 million Medicare recipients, expenses for 1995 are. expected to top $176 billion. The Congressional Budget Office forecasts the number will rise to $286 billion by the year 2000 — an annual growth rate of 10 percent over the next four years..• Medicaid enrollment for 1995 was 36.6 billion. By the year 2000, Medicaid coverage is expected to extend to 43 million peopie. Meanwhile, Medicaid expenditures have risen from $41 billion in 1984 to $138 billion-for 1994. The Congressional Budget Office, look­ing at $157 billion in Medicaid expenditures for 1995, projects the cost will be $262 billion by 2000.That adds up to an annual cost of more than half a trillion dollars . just four years from now, absent some restraints. No wonder the rhetoric is heated.
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C h o i r  s i n g s  i n  h o n o r  o f  K i n g

Somor VuicoAViiKoi H

Verneda F reeman  ( lo ft) and F aye  B radshaw  (right) pe r fo rmod  in Ihc Rainbow Mass Choir at 
the Martin Lu lhcr King Jr Holiday Ce lebrat ion a l the Shi loh Missionary Baphs l Church in 
Anchorage Flic multi-racial, mu l l i -denom ina l iona l choir per fo rmed four d ays  Iasi month 
(.onwiienioialiny King's life and accomplishments

Medicaid eyed 
for overhauling
h y  D a v i d  W a s h b u r n  

Senior Voice stall

A new hil l in the I louse o l Kepresc’ ii la liv esc ,i l ls  
lo r  an over haul nl' ihe stale's Medicaid p rogram in 
o rder to cut eosis, lu l l could mean less health care 
l lcmhility lo r l i i lme low -ine i i ine Alaskans

t i l l  I'M directs the stale Department id Health 
and Socia l Serv ices to create a plan iha l .wm ild  
replace the cm rent Medicaid program with a man- 
nged-carc system Such a system wou ld  reg ime 
recipients In use designated doctors and oi l ier 
medical pmviders in o ide r lo  ipia l i ly loi hene l i ls  

The lu l l  's sponsor. Norm Kukchcrg (K -Auc bo r­
age) says a managed-care system wil l h e lp c on l rn l  
Medicaid costs, winch rose h /  over SU percenl in 
the Iasi lou r  years. " In  this fiscal year the stale w i l l  
spend $ 3 3 6  m i l l io n  do l la rs  on Medicaid, which is 
the second largest cost component | in the budget | 
lies I |o ediie.il inn " Itokehei p say s

Medic .m l is now a " le e  lot serv ice" p ing ia in  
Kec ip ien tschoose iheii doe lo is , who in l inn  must 
to l l Medicaid lo rre i inhursemeui I I I )  I ' M  ca l ls  lor 
the Department n l l l c a l l h  and Social Services to set 
up contracts with one o n m u e  health maiii len.inee 
o ig au i/a l ion s l  I IMt is) Italhei than pay ini' iluev tlv
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In doctors ;md other provid­
ers, under the contract the 
slate would just pay the 11 MO. 
Medicaidclienlscoiilduscoiily 
I INK (-approved doctors.

Rokeberg says choice re­
strictions should not he an 
overriding concern lor Med­
icaid recipients, since the stale 
is paying their medical hills, 
lie also says managed-eare 
will ultimately result in better 
health coverage Cora broader 
number of Alaskans. Once 
the Medicaid managed-care 
s\ stem is put in place, it could 
be expanded, with iuexpen- 
.»i vc coverage made available 
to people not on Medicaid.

"11 you're not in a group 
insurance plan, it's very diffi­
cult to buy insurance as an 
individual,” Rokeberg says, 
lie cites bis own bad experi 
cnee with health insurance 
companies ar one of the rea­
sons he became interested in 
the issue When he and his 
wife turned 50 a few years

'This is the only way I can see at this point where we can controlthe costs of Medicaid.'
__________ - N o rm  R o k e b e rg
ago, their insurance premi­
ums jumped lo $800 a month. 
"It was because of our age, 
and she had some medical 
problems (hat actually weren't 
serious,” Rokeberg says.

I III 303 requires the De­
partment oi l Icalth and Social 
Services to submit a bill that 
incorporates a managed-care 
Medicaid plan at the begin­
ning of nest year's legislative 
session.

“ Basically, my intention 
here is to start public discus­
sion," Rokeberg says. " This 
is the only way I can see at (his 
point,where we can control 
the costs ol'Medicaid. This is 
a two-way street: lo simulta­
neously make more benefits 
available, while keepingcosls 
down."

I l l l  158(Porter, R-Anehor- 
age) Tort reform.Adds new 
limitations lo the amount of 
non-ecouomic damages plain­
tiffs may seek. Places limits 
on lime in which plaintiffs 
may tile malpractice suits. 
Places capon punitive awards 
and requires halfto be paid to 
the state. Requires jut y awards 
be paid over a period of time, 
rather Ilian in a lump sum. 
Currently in Senate Judiciary 
committee.

Mil 185(Ivan, l)-Akiuk)Se­
nior mid disabled veterans’ 
property lux exemptions.
Reduces mandatory senior 
properly lax exemption from 
$ 150,001) to $75,000 ol'lhe 
assessed value of a senior's 
home. In finance commit­
tee.

l i l t  198 (Ellon, D-.luncau) 
Permanent fund dividend 
eligibility and bereavement 
absences. Allows Alaskans 
absence from the slate with­

out affecting Permanent fund 
dividend eligibility, if the ab­
sence is needed to care for a 
terminally ill lamily member 
or settle the estate of a de­
ceased family member. Time 
outside on these duties will 
not count against the I SO day 
maximum absence rule. In 
State Affairs committee.

I I11308 (Purnell, R-Anclior- 
ugc) Probate code nincnd- 
mcnts. Revises laws govern­
ing wills and handling of es­
tate assets in absence of a will 
Addresses children’s anti step­
children's rights lo parents’ 
estates; clarifies who has ac­
cess lo life insurance benefits, 
and who can be legally con­
sidered a "surviving spouse." 
Currently in Judiciary com­
mittee.

I l l l  384 (Rokeberg, R-An- 
choragc) Payment require­
ments for Pioneers' Monies, 
forbids the Department of 
Administration from evicting

Pioneers’ Monies residents 
who do not pay their lull rent 
Currently in.Stale AI lairs com­
mittee.

Mil 393 (Rokeberg. R-Aii- 
cliorage) Managed care for 
Medicaid recipients. Directs 
the Department of I Icalth and 
Social Services lo drali legis­
lation creating a managed 
health care system for people 
on the Medicaid public assis­
tance program. The Depart­
ment must submit the hiil lo 
the legislature next session 
Currently in Health. I iluca- 
l ion and Social Sen ices com­
mittee.

Sit 120 (Torgcrsun, R- 
Kasilof) State veterans’ 
home facilities. Allows stale 
veterans’ homes programs to 
provide nursing home eaie or 
related medical services, and 
thereby quality lor federal 
funding assistance. Currently 
in finance committee.



A L A S K A  S T A T E  L E G I S L A T U R E
LEGISLATIVE BUDGET AND AUDIT COMMITTEE

MEMORANDUM
DATE: January 8, 1996TO: Representative Norman RokebergAttn: Mia CostelloFROM: Jetta WhittakerFiscal AnalystSUBJECT: Medicaid Funding
You asked for a five or ten year summary of Medicaid funding broken out by major funding source. The attached spreadsheet offers a funding history starting with Actuals from FY92.In order to get you some information as soon as possible, I started with data that was fairly readily available. To present a history for the years before FY92 Actuals will take a bit more effort, in that General Funds summaries were not routinely done and the numbers will have to be calculated. If you would like me to pursue this further, please don’t hesitate to call.



D cpn rtm en t o f  K ca lt ii nnd S o c in l Serv ice*
Medicaid Funding * Totnl Fund*, General Funds, and Other Funds'’

FY92 FV93 PY94 FV9S FY96
Actual Auth Actual Audi Actual Auth Actual Enacted

M edicaid Facilities 99 ,54 8 .1 1 2 6 ,8 63 .4 1 0 5 ,6 09 .0 11 2 ,9 51 .3 131 ,803 .1 1 2 5 ,3 87 .3 131 ,4 65 .5 145 ,2 70 .4
G enera l Funds 4 7 ,9 7 0  2 63 ,221 .1 52 ,751 5 56 ,87 .7 .2 6 6 ,1 7 6 .3 6 2 ,9 2 5 .4 6 5 .1 3 0 .8 7 2 ,7 6 5 .9
O ther Funds » 4 9 ,5 7 7 9 6 3 ,6 4 2 ,3 5 2 ,8 5 7 .5 5 6 ,1 2 4 .1 6 5 ,6 2 6 ,8 6 2 ,4 6 1 .9 6 6 ,3 3 4 .7 7 2 ,5 0 4 .5

M edicaid Non-Facilities 8 6 .4 4 6 .6 9 0 ,8 9 3  2 1 0 0 ,7 66 .7 1 1 6 ,4 60 .5 114 ,3 43 .9 1 3 3 ,8 92 .6 121 ,220 .5 135 ,333 .4
G enera l Fluids ‘4 2 ,9 5 7 .4 4 4 ,8 3 9 .1 5 0 ,6 9 5 .2 5 8 .2 9 1 .5 5 7 ,0 0 4 .8 6 6 ,2 2 6 .0 6 1 ,0 5 8 .4 6 6 ,4 7 3 .6
O ilie r Funds 4 3 ,4 8 9 .2 4 6 ,0 5 4 .1 5 0 ,0 7 1 .5 5 8 ,1 6 9 .0 57 ,339 .1 6 7 ,6 6 6 .6 60 ,162 .1 6 8 ,8 5 9 .8

Indian Health .Services 1 2 ,6 7 2 / . 1 6 ,52 9 .8 16 ,673  2 1 6 ,6 9 8 .0 2 0 .1 5 0 .9 1 9 ,8 2 2 .0 2 1 ,1 4 9 .0 2 4 ,4 3 2 .7
Genera l Funds 0 .0 0 .0 0 .0 0 .0 0 .0 0 .0 0 .0 0 .0
O ther Funds 12 ,67 2 .6 16 ,52 9 .8 16 ,673 2 1 6 ,6 9 8 .0 2 0 ,1 5 0 .9 1 9 ,8 2 2 .0 2 1 ,1 4 9 .0 2 4 ,4 3 2 .7

M edicaid State Programs 3 .9 5 4 .6 5 .174  7 4 ,6 0 1 .6 1 1 ,7 8 4 .9 1 7 ,444 .5 19 ,38 5 .2 19 ,353 .8 19 ,945 .2
Genera l Funds 0 .0 186 .6 0 .0 1 ,663 .3 3 ,6 4 9 .5 2 ,0 8 1 .7 2 ,187 ,8 3 ,5 2 3 .2
O ther Funds 3 ,9 5 4 .6 4 ,988 .1 4 ,6 0 1 .6 1 0 ,1 2 1 .6 1 3 ,79 5 .0 17 ,30 3 .5 17 ,166 .0 16 ,42 2 .0

W aive rs Services 1 1 ,4 8 3 .6 7 2 4 .7 8 ,8 8 1 .5 4 ,0 0 6 ,2 1 1 ,248 .8
G enera l Funds 5 ,7 4 1 .9 3 6 2 .4 2 ,3 6 4 .8 8 8 6 .6 2 .2 5 6 ,3
O ther Funds 5 .7 4 1 .7 36 2  3 6 ,5 1 6 .7 3 ,1 1 9 .6 8 ,9 9 2 .5

T O T A L 2 0 2 ,6 2 1 .9 2 3 9 ,4 61 .1 2 2 7 ,6 5 0 .5 2 6 9 ,3 7 8 .3 2 84 ,467 .1 3 0 7 ,3 6 8 .6 2 9 7 ,1 9 5 .0 3 :6 ,2 3 0 ,5
G enera l Funds 9 2 .9 2 7 .6 1 0 8 ,2 46  8 1 0 3 ,4 46 .7 1 2 2 ,5 2 3 .9 127 ,193 .0 1 3 3 ,5 97 .9 129 ,2 63 .6 1 4 5 ,0 19 .0
O ther Funds 109 .6 94  3 1 3 1 ,2 1 4 3 12 4 ,2 03 .8 1 4 6 ,8 54 .4 157 ,274 .1 1 7 3 ,7 70 .7 167 ,931 .4 1 9 1 ,2 11 .5

* "G cncro l Funds" includes G enera l Fund, G onc ia l Fund Mntcli, G enera l Fund/Progrmn Receipts, General Fund Mental Health,nnd
Genera l F ire ! Program ReccipLs/Dcsignnled "O ther Funds" includes m ain ly Federal Funds, but may o!so include some In ter Agency Receipt!.

MCAIOIIIS-XIS Pwj* 1 Dnoni:* DMtlwi Wattll <MPM



I A M A IN M  C n i t D  V .O m  t K t l N C t ,  IN T .

122 F irst Avenue, Suite 600 
Fairbanks, Alaska 99701-4897 

Phone 907/452-8251 • Fax 907/459-3850

Feb. 16, 1996

Rep. Con Bunde &
Rep. Cynthia Toohey 
Co-chairs, MESS 
House of Representatives 
Mail Stop 3101 
State Capitol 
Juneau, AK 99801-1182

RE: HB 393

Dear Reps. Conde and Toohey,
I am writing on behalf of the Tanana Chiefs Conference, Inc. in general support of 
House Bill 393. We are aware that similar health delivery models have been 
implemented successfully in other states. Conceptually, we have no problem with 
recipients of medical assistance being served through a managed care model.
The bill does raise some questions about how Indian Health Service (IHS) beneficiaries 
will be treated under this bill. We note that Section 1(b) states A system developed 
under (a) of this section MAY require that a recipient... participate. Will IHS 
beneficiaries be exempt from participation under this clause, assuming they will 
continue to receive care at IHS funded facilities?
We would appreciate receiving any additional information to help us understand the full 
intent of HB 393, particularly as it applies to IHS beneficiaries. And, as always, the 
opportunity to comment is appreciated. Thank you.

Sincerely,
TANANA CHIEFS CONFERENCE, INC.

E
Director, Health Services

SUPPORT



ALASKA STATE
H o s p it a l  &  N u r s i n g  H o m e

A SSO C IA T IO N

March 21, 1996
Representative Con Bunde, Co-Chair 
Representative Cynthia Toohey, Co-Chair 
Health, Education & Social Services Comm. 
Alaska House of Representatives 
Juneau AK 99811-1182

Re: Support, HB 393
Medicaid Managed Care

Dear Co-Chair & Members House HESS:
Community hospitals and nursing homes support HB 393, directing the DHSS to 

develop a managed care or capitated health care system for Medicaid recipients.
Up until now, we have tended to dismiss "managed” care as not feasible in 

Alaska because of our small population and large (geographic/ size, but the “no 
growth" Medicaid budget and/or potential reductions in Medicaid funding now 
mandates that we look at all optioi 3 for the purchase and payment of health care.

Secondly, we understand HB 393 sponsor, Representative Rokeberg, is 
considering a substitute bill that would encourage the Department to work with 
provider groups in the development of a managed care option for the state, and that 
this plan would allow “pilot projects” to determine the feasibility of managed care 
before it is implemented statewide. These amendments strengthen HB 393.

Sincerely,

Harlan R. Knudson 
President/CEO

319 Seward Struct # 11 • Juneau, AK 99801 «(907) 586-1790 • Fax (907) 463-3573
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State of Alaska 
D EPA RTM EN T OF HEALTH AN D  SOCIAL SERVICES 

Division of Medical Assistance

M ed ica id  Pro g ram  Ca s e  m an a g em en t  
RFP 95-0175

D e l iv er a b l e  #3 
R epo r t  of o th er  S t a t es  M an ag ed  Ca r e  P ro gram s

F ebru ary  20,1996

S U B M ITTE D  BY!
FO X SYSTEM S IN C .
HEALTH M A N AG EM EN T ASSO CIATES

SUBMITTED TO:
S t a t e  o f  A l a s k a  

D in/ i Sio n  o f  M e d ic a l  A s s is t a n c e

F O X  H M A4110 North Scottsdale Road, Suite 345 120 N Washington Sq., Suite 705Scottsdale. Arizona 85251 Lansing. Michigan 48933Voice 602.423.8184 voice 517.482.9237fax 602.423.8108 fax 517.482.0920
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A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  M A S ' A G E M E X T

Medicaid Managed Care Status 
State by State Commentary

N a m e  of S ta t e C o m m e n t s C o n ta c t  Perso n (s )
A l a b a m a • No Medicaid managed care plans currently contracted• Plan to offer HMO option beginning in Mobile area in 1995 and then expand to other areas• 1115 Waiver submitted to HCFA, 7/95• Licensing is slow• Capitation appears as if it would be low• 1915 waiver for a coordinated system of pregnancy related services

Evelyn Terry, Outreach and Marketing Director 205-°42-5014Debra Moore, Managed Care Division 205-242-5012

A l a s k a • Plans for managed care currently underway• Currently have a contract for optical hardware
A r i z o n a • Fully implemented prepaid capitated managed care plan statewide• Enrollment is mandator)' for all eligible recipients except Native Americans• Three-year HMO contract bid let 10/1/94 (some areas have one HMO and others may have more than one HMO-It depends on the population and size of the area)• New RFP will probably be out in 2/97• 1115 waiver pending to cover individuals up to 100% of poverty

John Black. Executive Consultant. Office of Managed Care 602-254-5522 ext. 7024

Page 82



A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  S i A S A G E M E S T

Name of State Comments Contact Person(s)Arkansas • Has a 1915(b) war ••• Operate a statewide PCCM• No HMO contracts• Nine county project for HMO option in the discussion stages• No commercial HMO covers the state now; BC/BS attempting to do so

Roy Jeffus 501-682-8329

California • California aggressively seeking PHP contracts, just awarded dual choice (one county initiative, one private health plan) contracts in several counties■ Very competitive• Statewide managed care program (combination of PCCM partially capitated and fully capitated programs) in plac''• Offers coordinated care programs for the elderly, ON LOK is an example• 1915 (b) waiver approved

Joseph Kelly/Kenneth J. Wagstaff, State of Califomia-Health and Welfare Agency 916-654-8076Jennifer Sugar Medi-Cal Managed Care Division 916-654-8070

Colorado • Currently has a statewide PCCM plan; plan to phase out and use as "safety net" only in areas where no HMOs exist• Contracts with six HMOs, but HMOs do not cover the entire state• As HMOs become available in other service areas, will contract with them• 1915 (b) waiver approved

Kim Gordon 303-866-2220

Connecticut • Received 14 responses to an RFP for fully and partially capitated plans to serve the Medicaid population beginning 7-1-95• Phasing in statewide enrollment• May re-bid in two years• No PCCM program; no Medicaid contracted HMOs prior to the recent RFP• 1915 (b) waiver approved

James Gaito 203-424-5137
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A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  M A S A G E M E S T

Name of State Comments Contact Person(s)Delaware • Received HCFA approval 5/95 for “The Diamond State Health Plan" (DSHP), which mandates enrollment in capitated managed care delivery systems• 1115 Waiver approved• Plan is effective 1/1/96

Kay Holmes, DSHP Coordinator 302-577-4900
District of Columbia • Implemented DC Medicaid Managed Care program (combination of fee-for-service and capitated options) in 4/94« Mandatory for AFDC and AFDC-related recipients• Medicaid Program is in financial difficulty• 1915 (b) waiver approved

Sue Brown, Commission of Health Care Finance 202-72/-0735

Florida • Florida has offered a managed care plan to Medicaid enroliees for 13 years• Plan to expand in March, 1996• Has an HMO option, but it does not operate in ail pans of the state; hopes to expand the areas where HMOs will serve Medicaid recipients• A QA study found all the capitated plans to be deficient so there is a temporary enrollment freeze for those plans• HMO Licensing both with the State and the Medicaid Agency is bogged down• Present enrollment is 1/3 MediPass (PCCM program) 1/3 HMO, and 1/3 regular fee-for- service• 1915 (b) waiver approved

Paige McGivern 904-487-3090

P age 8-J



ALASK.A DMA MEDICAID PROGRAM CASE MAXAGEMEXT

Name of State Comments Contact Person(s)Georgia • May begin to offer a Medicaid HMO option in the Atlanta area; currently reviewing HMO applications• Implemented their PCCM program, Georgia Better Health Care, in 10/1/93; operational in a few counties only• 1915 (b) waiver approved• Plans are underway to expand GBHC statewide

Patrick Williams 404-657-7793

Hawaii • Hawaii Health Quest, which began 8-1-94, provides medical, dental, and mental health benefits through a capitated managed care deliver)' system to persons receiving AFDC, GA, and the State Health Insurance Program• Five private insurers have been given two-year contracts to provide benefits• One year lock-in• Will issue another RFP in late 1995 for the next two-year period• Open to accepting bids from mainland companiesCurrent companies all Hawaii- based

Barbara Bianco, Public Information Officer 808-586-5454

Idaho • PCCM model introduced in October, 1993• No HMO option now« MMIS system will bereconfigured to meet managed care requirements. Work to be completed by 12/31/96.• After MMIS improved, will consider expanding the managed care option• Of the 44 counties, 7 are considered urban, 12 rural and 25 frontier (6 persons or less a square mile)• 1915 (b) waiver approved

Jan Cheever, Supervisor, of Healthy Connections 208-334-5804 orRobin Schmidt, Healthy Connections Representative 208-334-5804
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ALASK.A DMA : M E D IC A ID  PRO GRA M  CASE M AXAGEM EXT

Name of State Comments Contact Person(s)Illinois • 1115 waiver request pending with HCFA for MediPlan Plus, which will contract with HMOs statewide to care for the MediPlan Plus eligibles; a PCCM program is also operational• Has contracted with HMOs in portions of the state for 20 years• Hope to release an RFP soon for HMOs to bid• Medicaid eligibles concentrated in Chicago, Peoria, and East St. Louis

Dawn Clal'om 217-524-7*78Ed Hartman Bureau of Managed Care217-524-7478

Indiana • Has a PCCM program and is introducing risk-based capitated managed care option• During the summer of 1994, implemented a mandatory managed care program called Hoosier-Healthwise• Phasing in managed care regionally over three-year period, depending on access and participation« Use an enrollment broker to enroll recipients• 1915 (b) waiver approved

Wendy Bokota 317-233-0237

Iowa • Currently offers a mandatory PCCM or HMO option to Medicaid recipients• The HMO option is not available statewide• Iowa wants to contract with HMOs to serve areas currently not offering an HMO option» 1915 (b) waiver approved

Mary Roberts, Dept, of Human Services 515-281-8747
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A L A S K A  D M A :  M E D I C A I D  P R O G  H I M  C A S E  M A S A G E M E S T

Name of State Comments Contact Person(s)Kansas • Has a statewide PCCM program• 1115 waiver pending; project (Community Care) would implement a managed cooperation demonstration project in four predominantly rural counties and would assess the success of a non-competitive managed care model in rural areas• In December, 1995, plans to offer an HMO option in Kansas City area and then will expand to different areas of the state• In December, 1996, proposes to sole-source contract with a prepaid health plan for the Wichita area (The plan is made up of hospitals and providers in Wichita)

Brenda Jackson 913-296-3981

Kentucky • 1115 Waiver approved by HCFA but state legislature has not allowed implementation• Medicaid agency wants to implement a mandatory HMO program for Medicaid eligibleso Currently has a PCCM program statewide• 1915 (b) waiver approved

Larry McCarthy 502-564-8196

Louisiana • State has amended 1115 waiver request (original waiver was disapproved by HCFA in 6/95); still under HCFA consideration• All Medicaid enrollees would be required to join competing HMOs under contract with the state• Currently has a PCCM program

Carolyn Maggio,Director504-342-2964Bonnie Butler, Analyst Health Development 504-342-6068
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alask.4 d m a : M e d ic a id  pro gh am  case  m a s a g e m e s t
Name of State Comments Contact Person(s)Maine • HMO RFP was released in April 1995• Intends to implement a mandatory managed care option• Established PCCM program; will be phased out .except in three rural counties• 1915 (b) waiver approved

Deborah Curtis, Director, Division of Managed Care or Lauren Rice 207-287-3835

Maryland • PCCM program (MAC Program) implemented 12/91• HMO option available since 1975• Enrollment in HMOs is voluntary• Capitation paid at 95.5% of fee- for-service. including a consideration for administration• 1915 (b) waiver approved

Dawn L. Grosshandler, Chief410-225-5444

Massachusetts • HCFA 1115 waiver, MassHealth, approved 4/95; awaiting approval from state legislature• Statewide HMO and PCCM option» Enrollment mandatory• Health benefit managers enroll recipients (currently have a bias toward the PCCM program)

Michael Bailit, Asst.Commissioner617-348-5510

Michigan • Has implemented a statewide mandatory managed care plan• Has a statewide PCCM plan, the Physician Sponsor Plan• The HMO option and the partially capitated plan, the Clinic Plan, are primarily available in central and southern MI. although expanding to other• areas• Over 90%'of non­institutionalized AFDC and SSI clients enrolled in managed care• 1915(b) waiver approved

Mark Verleger 517-335-5501
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A L A S K A  D M A  M E D I C  A I D  P R O G R A M  C A S E  M A S ' A G E M E X T

Name of State Comments Contact Person(s)Minnesota • 1115 waiver, Prepaid Medical Assistance Project Plus (PMAP), approved 4/95• Will expand eligibility and place persons in integrated service networks• Especially interested in expansion in rural areas• HMO option currently available in some regions

Kathleen Schuler, Acting Director, Managed Care Division 612-297-4668

M ississippi • Has a PCCM option; considering HMO option, but nothing has been developed• Currently has a 1915(b) waiver• HMO licensing regulations currently being changed by the legislature

Judith Michael 601-359-6133

Missouri • Has submitted both a 1915 (b) and an 1115 waiver request; approval is still pending• Has operated mandatory choice health plan options program in Kansas City since 1984• Seeking legislative support for managed care expansion• Plan a three to five year process to fully implement managed care on a regional basis• HMOs will bid based on a capitation range published in the RFP

Gary Bailey 314-751-6922Linda Vaughn, Management Analysis Specialist; Managed Care Division 314-751-7820

Montana • Expanding the PCCM option and introducing an HMO option• Many counties are rural and frontier• Encouraging HMO development/expansion in areas not covered currently• 1915 (b) wai ver approved

Sharon Donavan 406-444-4148
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A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  M A S A G E M E S T

Name of State Comments Contact Ferson(s)Nebraska • Let two competitively bid contacts (each covering one half of the state) with two HMOs who will cover the state in Spring, 1995• Will not re-bid for two years• Implementing a statewide PCCM program using a contracted network manager

Bob Seif'fert, Medical Services Division 402-471-9718

Nevada • PCCM program since 1983• Medicaid has contracted to provide care and service under a pre-paid health plan since May, 1988• Current contractors are University of Nevada School of Medicine, NevadaCare, Inc., and Community Health Centers of Southern Nevada (an FQHC)

Joanne Grundmen, Program Specialist 702-687-4768

New Hampshire • Currently contracts with HMOs• Voluntary program at this time• State is looking at pilot initiatives to help in the redesign of its healthcare system• 1115 waiver pending
Diane M. Kemp. Program Specialist 603-271-4365

New Jersey • 1915 (b) waiver pending at HCFA• Plans to implement an HMO- only mandatory enrollment program• Currently contracts with HMOs but not in every area of the state• Have 400,000 additional recipients to enroll in a plan• Use health benefit managers to enroll recipients

Daniel Walsky, Director of Medicaid Managed Care609-58S-2705
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A L i s m  d m a : M e d i c a i d  p r o g r a m  c a s e  m a x a g e m e s t

Name of State Comments Contact Person(s)New Mexico • Primary Care Network (PCN), a PCCM program, is currently operational statewide• Plans to offer an HMO option in the urban areas in 1996• Currently redesigning MMIS to support full managed care functionality» 1915 (b) waiver approved

Paul Benson, Chief Office of Managed Care 505-827-3122

New York • Currently has capitated, partially capitated and PCCM programs• Plans to implement a mandatory HMO program throughout the state within the next two years• New York City plans to enroll all Medicaid eligibles living in NYC within one year, HCFA disallowed the plan• The governor appointed a director of managed care in the Dept, of Public Health who will coordinate all efforts outside of NYC• NYC will administer its own program• 1915 (b) waiver approved

Jim Wray Director, Office of Managed Care 518-473-5600

North Carolina • Carolina Access, a PCCM program is in 38 of 100 counties (covers 50% of eligible population); currently re­grouping; plans to expand in early 1996• Has an HMO contract with Kaiser Permanente• May introduce an HMO option in the Charlotte area• 1915 (b) waiver pending

Nancy O'Dowd or Joe Robbins,Division of MedicalAssistance919-715-5417
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A L A S K A  D M A :  M E D I C A I D  P R O G  M M  C A S E  M A S A G E M E S T

Name of State Comments Contact Person(s)North Dakota • PCCM program for AFDC eligibles; preparing waiver renewal for statewide program• May implement an HMO option in the eastern part of the stateo Has done preliminary rate setting only• Only two small regional HMOs in the state now• 1915 (b) wai ver approved

Darlene LeNoue, Administrator, Medical Services Division 701-328-4577

Ohio • Plans to implement OhioCare; the 1115 waiver (approving OhioCare and expanding eligibility) was approved 1/95. However, State has decided to delay expansion pending Congress’ discussion on budgetary' matters• Current recipients will be moved into managed care plans; mental health and drug addiction benefits will be coordinated• Will rely heavily on HMO contracts• Currently contracts with HMOs to provide services for the Medicaid population• RFP will be issued• 1915 (b) waiver pending

Cynthia Burnell 614-466-4693

Oklahoma • Wants to begin "Sooner Care"; HCFA approval of 1115 waiver is pending• Project would be a five-year statewide managed care program using both fully and partially capitated delivery systems. Emphasis will be to address access problems in rural areas• Issued an RFP io HMOs that was due back 3/24/95; will reopen HMO bidding annually

Leigh Brown, J.D . M.P.H., Deputy Administrator for Health Policy 405-530-3439



A L A S K A  D M A :  M E D I C A I D  P R 0 G R . 4 M  C A S E  M A S ' A G E M E X T

Name of State Comments Contact Person(s)Oregon • Began the Oregon Health Plan 1115 demonstration on 3/19/93• Uses managed care models including fully capitated, paitially capitated, and PCCM programs• Currently contracts with many HMOs• 90,000 eligibles enrolled in HMOs as of 6/1/94= Considering proposal for $5 co­payment for doctor visits for those newly eligible• 1915 (b) waiver approved

Hersh Crawford,Director503-945-5767D'Anne Gilmore, Health Plan Unit 503-945-9827

Pennsylvania • State has a PCCM program (HealthPASS)• Has some HMO contracts and is interested in contracting with additional HMOs in other areas of the state• Planning statewide expansion over next three year; expansions will begin 7/96 in Philadelphia area• Uses a competitively bid approach in parts of"Philadelphia for an HIO to manage PCCM program; huge profits were reaped in first contract period• 1902 (b) waiver approved

Frank Lentz, Director, Bureau of Special Medical Assistance ProgramsMichael Jacobs 717-772-6198

Rhode Island • 1115 waiver approved in Fall, 1993 for Rite Care which will:• expand eligibility under Medicaid• implement a fully capitated managed care delivery system• Recipients enroll in one of 5 existing HMOs

Ron Ek 401-464-3113



A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  M A S ' A G E M E X T

Name of State Comments Contact Person(s)South Carolina • Originally wanted to implement a statewide capitated managed care plan but have scaled that back and may not offer an HMO option at all, or if it does, will be voluntary• Currently has a PCCM program• 1902 (b) approved

Debbie Francis, Chief 803-253-6119

South Dakota • 7/1/93 began a PCCM program• Currently awaiting approval of waiver renewal• No HMO contracts• 1902 (b) wavier approved
Donna Keeler, Dept, of Social Services 605-773-3495

Tennessee • TennCare, 1115 waiver approved Fall 1993, replaced the Medicaid program and extended eligibility to i million additional recipients• Services are offered through five PPOs and seven HMOs• Market-based pricing

Manuel Martins. Ass’t.Commissioner615-741-0213

Texas • Legislature currently debating the future of Medicaid• Many want to offer or mandate HMO coverage in most parts of the state• Has both an HMO and a PCCM option in different areas of the state• 1915 (b) waiver approved

Stacey Hull, ProgramSpecialist512-794-6852

Utah • Choice of Health Care Delivery (CHCD), a 1915(b) waiver program, is mandatoiy in urban areas only; recipients choose between HMO and primary care physician• HMO option available in urban areas only• 1115 Waiver pending to expand eligibility to 100% of poverty

Ed Furia or Barbara Christensen, Div. of Health Care Financing, Bureau of Managed Health Care 801-538-6505 or 538- 6456



A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  M A S A G E M E S T

Name of State Comments Contact Person(s)Vermont • 1115 waiver approved, The Vermont Health Access Plan, proposes to implement mandatory HMO enrollment. It will also expand coverage to 150% of poverty; HCFA approved the waiver 7/95• State legislature has approved plan to expand coverage, effective 1/96; funding will be gained through cigarette tax revenues

Paul Willis 802-828-2900

Virginia • There are three managed care programs: Medallion I, a PCCM, started in 1992;Options, the state’s voluntary HMO; and Medallion II, the state's mandatory HMO. Medallion II is scheduled to go into effect 1/96• Will begin to offer HMO option in the Norfolk area 1/96 and will implement in other urban areas every six months (Northern VA. Richmond, Roanoke)• PCCM program was expanded to cover elderly, blind and disabled recipients in July, 1995• 1902 (b) waiver approved•

Thomas McGraw 804-371-6400

Washington • Has a PCCM program• Mandatory enrollment in managed care is required for AFDC and AFDC-related• 1902 (b) waiver approved•
Joan Bentz, Acting Director. Office of Managed Care 206-586-2583

West Virginia • Has a statewide PCCM program• In the planning stages and wants tc offer an HMO option, probably one year away• 1902 (b) wai ver approved
Sharon Carte 304-926-1717



A L A S K A  D M A :  M E D I C A I D  P R O G R A M  C A S E  M A S ' A G E M E X T

Name of State Comments Contact Person(s)Wisconsin • Has both HMO and PCCM programs• HMOs are present in only 5 of the 72 counties; HMO enrollment is mandatory in these counties for AFDC recipients• PCCM program is available in 7 counties• Will release an RFP for statewide expansion in December 1995• Plan to implement managed care in stages• 1902 (b) waiver approved

Ruth Belshaw, Managed Care Unit Supervisor 608-266-1935Mary Durkin 608-267-7927

Wyoming • No managed care programs in operation• Hoping to offer both a PCCM and HMO option
Kenneth C. Kamis, Administrator, Division of Health Care Financing 307-777-7531
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ALlSm DMA: MEDICAID PROGRAM CASE MASAGEMEST

G lo s s a r y  o f  A b b r e v ia t io n s  
U se d  in  th e  T e x t

A b b re v ia tio n  

1115 Waiver

1915 (b) Waiver

A F D C

BC/BS

Carolina Access

Case Managed Fee-for-Service

Community Health Aide

D M A

D S H P

M e a n in g

A  research and demonstration waiver 

granted by the Health Care Financing 

Administration

A  waiver granted by the Health Care 

Financing Administration aka Freedom 
of Choice Waiver

Aid to Families with Dependent 

Children

Blue Cross Blue Shield

North Carolina's primary care case 

management program

A  health plan which requires prior 

authorization of most services not 

rendered by the primary care provider. 

The primary care provider is usually 

paid on a fee-for-service basis. Also 

known as enhanced fee-for-service or 

managed fee-for-service.

A  person living in a remote Alaskan 

village w h o  has been appointed to 

oversee health care activities and 

provide services within a specified 

framework.

Division of Medical Assistance

Diamond State Health Plan, Delaware's 

1115 waiver program



ALASKA DMA: MEDICAID PROGRAM CASE MASAGEMEST

Enhanv ed Fee-for-Service

E P S D T

FFS or ffs

F Q H C

G A

G B H C

H C F A

Healthv Connections 
*

H E D I S

H 3 0

H M O

IHS

KenPac

Lock-In

A  health plan which requires prior 

authorization of most services not 

rendered by the primary care provider. 

The primary care provider is usually 

paid on a fee-for-service basis. Also 

known as case managed fee-for-service 

or managed fee-for-service.

Early Periodic Screening, Diagnosis 

and Treatment

Fee-for-Service

Federally Qualified Health Center

General Assistance -  state-only funded 

medical program

Georgia Better Health Care; Georgia’s 

P C C M  program

Health Care Financing Administration

Idaho’s primary care case management 

plan

National Committee for Quality 

Assurance, Health Plan Employer Data 

and Information Set

Health Insuring Organization

Health Maintenance Organization

Indian Health Services

Kentucky’s primary care case 

management plan

Refers to a period of time during which 

a health plan enrollee m a y  not disenroll 

from a health plan except for good
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ai.asha dma: Medicaid program case masagemekt

Managed Fee-for-Service

M C O

MediPass

MediPlan Plus 

Mid-Level Providers

M M I S

Partial Capitation

Passport to Health 

P C C M

cause. M a y  also refer to a recipient 

monitoring program developed to 

monitor access to care for high utilizing 

recipients.

A  health plan which requires prior 

authorization of most services not 

rendered by the primary care provider. 

The primary care provider is usually 

paid on a fee-for-service basis. Also 

known as enhanced fee-for-service or 

case managed fee-for-service.

Managed Care Organization

Florida and Iowa’s primary care case 

management plan

Illinois’ 1115 waiver program

Nurse Practitioners, Nurse Midwives 

and Physician Assistants are often 

referred to as mid-level providers

Medicaid Management Information 

System

Programs are structured to reimburse 

managed care organizations for a 

specific set of contracted services at a 

per member per month capitation rate. 

Members mvst seek care covered by the 

M C O  within the M C O ’s panel of 

providers. Services outside of the 

partially capitated contract m a y  be 

reimbursed through a contract or fee- 

for-service basis.

Montana’s primary care case 
management

Primary Care Case Management
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ALASKA DMA. MEDICAID PROGRAM CASE MASAGEMEKT

P C C P

P C N

P C P

p m p m

P PP

PSP

Q A

R F P

R H C

Rite Care 

R M P

SSI

S U R S

Waiver

Colorado’s Primary Care Physician 

Program (a P C C M  program)

Primary Care Network, N e w  Mexico’s 

primary care case management

Primary Care Physician

Per M e m b e r  Per Month

Primary Provider Program, 

Wisconsin’s primary care case 

management program

Physician Sponsor Plan, Michigan’s 

primary care case management 

program

Quality Assurance

Request for Proposals

Rural Health Center

Rhode Island's 1115 waiver program

Recipient Monitoring Program, also 

known as “lock-in"

Supplemental Security Income

Surveillance, Utilization and Review 

System

A  mechanism by which H C F A  

authorizes a state Medicaid agency to 

“waive” Title X I X  regulations. There 

are two waiver authorities that H C F A  

can do -- 1115 and 1915(b).
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